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CLINICAL FEATURES 

• Particularly as dementia progresses, psychiatric 

symptoms may develop that resemble discrete mental 

disorders such as depression or mania 

• The course and features are more difficult to predict, 

and treatments are less reliably effective, than when 

these disorders occur in younger adults without 

dementia 

• Neuropsychiatric symptoms such as apathy, poor self-
care, or paranoia may be the first indication of 
dementia  

 



 

Slide 3 

CLINICAL FEATURES: 

AGITATION (1 of 2) 

• Reflects loss of ability to modulate behavior in a 

socially acceptable way 

• May involve: 

Verbal outbursts, physical aggression 

Resistance to bathing or other care needs 

Restless motor activity such as pacing or rocking  

• Often occurs concomitantly with psychotic symptoms 

such as paranoia, delusional thinking, or hallucinations  
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ASSESSMENT 

• Obtain a history from both the patient and an 

informant 

• Elicit a clear description of the behavior: 

 Temporal onset and course 

 Associated circumstances 

 Relationship to key environmental factors, such 

as caregiver status and recent stressors  
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DIFFERENTIAL DIAGNOSIS: 

MEDICAL CAUSES 

• Disturbances that are new, acute in onset, or 

evolving rapidly are most often due to a medical 

condition or medication toxicity 

• An isolated behavioral disturbance in a patient with 

dementia can be the sole presenting symptom of 

acute conditions such as pneumonia, UTI, arthritis, 

pain, angina, constipation, or uncontrolled diabetes 

• Medication toxicity can present as behavioral 

symptoms alone  
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DIFFERENTIAL DIAGNOSIS: 

ENVIRONMENTAL CAUSES 

• Life stressor (eg, death of a spouse or other family member)  

• Change to daylight savings time or travel across time zones 

• New routine, new caregivers, or new roommate  

• Overstimulation (eg, too much noise, crowded rooms, close 

contact with too many people) 

• Understimulation (eg, relative absence of people, spending 

much time alone, use of television as a companion) 

• Disruptive behavior of other patients  
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DIFFERENTIAL DIAGNOSIS: 

STRESS IN CAREGIVING RELATIONSHIP 

• May exacerbate/cause a behavioral disturbance 

• Relationships with potential for stress include: 

 Inexperienced caregivers 

 Domineering caregivers 

 Caregivers who themselves are impaired by 

medical or psychiatric disturbances 
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MANIFESTATION OF DEMENTIA: 

CATASTROPHIC REACTION 

• Defined as an acute behavioral, physical, or verbal 

reaction to environmental stressors that results from 

inability to make routine adjustments in daily life  

• Might include anger, emotional lability, or aggression 

when confronted with a deficit 

• Best treated by: 

 Identifying and avoiding precipitants 

 Providing structured routines and activities 

 Recognizing early signs so the patient can be distracted 

and supported before reacting 
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MANIFESTATION OF DEMENTIA: 

BRAIN DETERIORATION  

• Persistent behavioral disturbances and those with more 

insidious onset are likely to relate to brain deterioration 

• Behavioral disturbances related to dementia fall into 3 

groups, which may overlap: mood symptoms, psychosis, 

specific behaviors 

• If the disturbance is polysymptomatic, one approach is to 

target treatment to the prevailing feature: psychosis 

(delusions or hallucinations), mood symptoms (dysphoria, 

sadness, irritability, lability), aggression, or agitation 
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TREATMENTS FOR SPECIFIC 

DISTURBANCES: GENERAL PRINCIPLES 

• Management of pain, dehydration, hunger, and 

thirst is paramount 

• Consider the possibility of positional discomforts 

or nausea secondary to medication effects 

• Modify environment to improve orientation 

• Good lighting, one-on-one attention, supportive 

care, and attention to personal needs and wants 

are also important 
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BEHAVIORAL INTERVENTIONS (1 of 3)  

• Treat underlying medical precipitants 

• Replace poorly fitting hearing aids, eyeglasses, and 

dentures 

• Remove offending medications, particularly 

anticholinergic agents 

• Keep the environment comfortable, calm, and 

homelike with use of familiar possessions 

• Provide regular daily activities and structure; refer 

patient to adult day care programs, if needed 
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BEHAVIORAL INTERVENTIONS (2 of 3)  

• Monitor for new medical problems 

• Attend to patient’s sleep and eating patterns 

• Install safety measures to prevent accidents 

• Ensure that the caregiver has adequate respite 

• Educate caregivers about practical aspects of 

dementia care and about behavioral 

disturbances 

• Teach caregivers communication skills, how to 

avoid confrontation, techniques of ADL support, 

activities for dementia care 
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BEHAVIORAL INTERVENTIONS (3 of 3)  

• Simplify bathing and dressing with the use of 

adaptive clothing and assistive devices, if needed 

• Offer toileting frequently and anticipate incontinence 

as dementia progresses 

• Provide access to experienced professionals and 

community resources 

• Refer family and patient to local Alzheimer’s 

Association 

• Consult with caregiving professionals, such as 

geriatric case managers 
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TO REDUCE SUNDOWNING 

• Give adequate daytime stimulation 

• Maintain adequate levels of light in daytime 

• Establish bedtime routine and ritual 

• Remove environmental factors that might keep 

patient awake 

• Discourage drinking stimulants or smoking near 

bedtime 

• Give diuretics, laxatives early in day 

• Place familiar objects at bedside 
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TREATMENT OF 

 MOOD DISTURBANCES 

• Reduce aversive environmental stimuli  

• Assess physical health comprehensively 

• Try recreation programs and activity therapies 

• Consider antidepressants for: 

 Depression of 2 weeks’ duration resulting in 
significant distress 

 Depressive features lasting >2 months after 
initiation of behavioral interventions 



Antidepressants 

SSRI 

 Citalopram 

 Escitalopram 

 Sertraline 

 

SSRI-SNRI 

 Duloexetine 

 Venlafaxine 
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Antidepressants 

Tricyclic Antidepressants 

 Desipramine 

 Nortriptyline 
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Antidepressants 

Bupropion 

 

Mirtazapine 

 

Trazodone 
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Medication Treatment of Anxiety 

Antidepressants 

 SSRI 

 SNRI 

 Mirtazapine 

 Trazodone 

? Short acting Benzodiazepenes 

 Lorazepam 

 Alprazalam 
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TREATMENT OF 

 MANIC-LIKE BEHAVIOR 

• Symptoms resemble those of bipolar disorder: 

Pressured speech 

Disinhibition 

Elevated mood  

• The important distinction in the dementia patient 

is the frequent co-occurrence with confusional 

states and a tendency to have fluctuating mood 

(ie, irritable or hostile as opposed to euphoric) 

• Mood Stabilizers: Depakote  

 Intrusiveness 

Hyperactivity 

Reduced sleep  
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TREATMENT OF DELUSIONS AND 

HALLUCINATIONS 

• Delusions (paranoid or unfounded ideas)  or 

hallucinations (false perceptions) typically require 

pharmacologic treatment if: 

The patient is disturbed by these experiences 

Symptoms lead to disruptions in the patient’s 

environment that cannot otherwise be controlled 

• Clinical criteria for the diagnosis of Alzheimer’s 

dementia with psychosis specifies the presence of 

delusions or hallucinations for at least 1 month, at 

least intermittently, that cause distress for the patient  



Antipsychotic Medications 

Haloperidol 

Clozapine 

Risperidone 

Olanzapine 

Quetiapine 

 

All have increased risk of hyperglycemia, stroke, 
and death in patients with dementia (FDA 
black box warning) 
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CHOLINESTERASE INHIBITORS 

• In patients with mild to moderate Alzheimer’s 

disease, donepezil or galantamine are better 

than placebo in reducing psychosis and 

behavioral disturbances 

• In patients with dementia with Lewy bodies, who 

are sensitive to the EPS of antipsychotic agents, 

cholinesterase inhibitors have been reported to 

reduce visual hallucinations 
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MANAGING SLEEP DISTURBANCES 

• Improve sleep hygiene (see next slides) 
 

• Use bright-light therapy 
 

• Treat associated depression, delusions 
 

• If the above do not succeed, consider (off-label): 

 Trazodone 25–150 mg at bedtime 

 Mirtazapine 7.5–15 mg at bedtime 

 Zolpidem 5 mg at bedtime 

 Lunesta 2to 3 mg at bedtime 

 Melatonin 

• Avoid benzodiazepines or antihistamines 
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MANAGING HYPERSEXUALITY 

• Treat any underlying syndrome, such as a 
mania-like state 
 

• Consider antiandrogens for men who are 
dangerously hypersexual or aggressive: 

 Progesterone 5 mg/day orally; adjust dose to 
suppress testosterone well below normal 

 If patient responds, may treat with 10 mg IM 
depot progesterone weekly 

 Leuprolide acetate 5–10 mg IM monthly is an 
alternative 

 
 


